A live female neonate was delivered but noted to have a low heart rate with distant heart sounds, apnea, and increased intraabdominal girth. The neonate showed an unfavorable clinical course with rapid cardiovascular deterioration in spite of resuscitative efforts and ultimately expired approximately 20 minutes following the delivery. A complete autopsy was performed in accordance to the family's request. Gross in situ examination revealed a large right-sided intraabdominal mass measuring 11.3 cm in greatest dimension. The mass was noted to displace all intraabdominal organs. Sections of the mass taken at autopsy demonstrated an immature teratoma likely arising from the right ovary. All remaining organs demonstrated normal histologic findings consistent with the patient's gestational age. Immature teratomas of ovarian origin are exceptionally rare in fetuses, in which they usually show a sacrococcygeal location. To the best of our knowledge, this is the first case of a massive immature teratoma of likely ovarian origin documented in a fetus.
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Morquio Syndrome and Gastric Adenocarcinoma: Is There an Association?
Ameer Hamza, Ahmad Ibrahim, MD, Jacob Edens, MD, Crystal Lalonde, MD, Robert Danforth, MD; St John Hospital and Medical Center, Detroit, MI Morquio syndrome is a rare autosomal recessive lysosomal storage disease/mucopolysaccharidosis (MPS). Specifically it is MPS type IV, and is further divided into IVA and IVB subtypes depending on the enzyme deficiency. Type IVA is caused by deficiency of enzyme N-acetyl-galactosamine-6-sulfatase causing intracellular accumulation of keratan sulfate, whereas type IVB is caused by β-galactosidase deficiency. Patients with Morquio syndrome present with musculoskeletal abnormalities, such as signs of muscular atrophy, pectus carinatum, dysostosis multiplex, odontoid hypoplasia, short stature, dorsolumbar kyphoscoliosis, and waddling gait. Atlantoaxial subluxation leading to spinal cord compression in the upper cervical region can be life threatening. This is a consequence of odontoid dysplasia, a major complication of MPS type IV. The manifestations that may develop later in the life include corneal opacity, deafness, hypermobility of joints, cardiac abnormalities, quadriplegia, and respiratory paralysis. Historically Morquio syndrome has not been associated with carcinomas or other malignancies. Thorough search of literature revealed only 1 case of osteosarcoma of right femur in an 18-year-old man with Morquio syndrome. We present a case of a 30-year-old African American man with Morquio syndrome and widespread metastatic gastric adenocarcinoma. The patient was diagnosed with poorly differentiated gastric adenocarcinoma in June 2015 and received chemoradiotherapy. The disease, however, persisted. Later, the patient was admitted with back pain and shortness of breath. His condition deteriorated during the course of hospitalization, and he expired on hospital day 10. An autopsy was performed. Significant findings at autopsy included poorly differentiated gastric adenocarcinoma metastatic to left supraorbital dura, pituitary gland, pericardium, bilateral lungs, liver, peripancreatic soft tissue, colon, bilateral periadrenal soft tissue, thoracic vertebrae, periprostatic soft tissue, and urinary bladder. The immediate cause of death was widespread metastatic disease; however, complications of MSP IV contributed significantly. The association between MSP IV and malignancy requires further studies. 
Introduction:
Pulmonary tumor embolism is difficult to diagnose clinically and often overlooked as a cause of dyspnea. Occlusion of the pulmonary microvasculature by tumor cells and associated thrombi can produce a subacute and progressive clinical picture that resembles thromboembolic disease. Antemortem microscopic tumor embolization is rarely recognized due to diagnostic difficulties. Most reports involve postmortem studies. One autopsy series demonstrated tumor emboli in 26% of cancer patients. The risk seems higher in patients with mucin-secreting adenocarcinomas, originating in the breasts, lungs, stomach, or colon, but has also been demonstrated in patients with hidden malignancies. Two cases of pulmonary tumor emboli have been reported as coming from primary carcinomas of the cervix uteri. Case Presentation: We report a case of a 49-year-old woman with history of cervical adenocarcinoma stage IB1, status post total hysterectomy and bilateral oophorectomy in 2015, who presented with a recently diagnosed pulmonary embolism. The patient underwent pulmonary endarterectomy and thrombectomy. Microscopy of the extracted thrombi revealed tumor emboli of an adenocarcinoma immunohistochemically consistent with a cervical primary. The patient experienced a progressive cardiorespiratory failure, leading to cardiorespiratory arrest and ultimately death. Postmortem examination revealed residual adenocarcinoma in the vaginal stump extending to the rectum, with metastases to small intestine. The lung has extensive intravascular organization with desmoplasia of the tumor emboli, which were overlaid with thrombi of various ages
The tuber cinereum of the hypothalamus lacks a bloodbrain barrier and is therefore more vulnerable to hematogenous metastasis of cancer than other parts of the brain parenchyma. The most frequent primary site of tumor in men is the lung, followed by the prostate gland, urinary bladder, stomach, and pancreas. We present the case of a hospital autopsy preformed on a 70 year old male patient with a known history of thyroid carcinoma. Autopsy findings showed metastasis to the tuber cinereum, in addition to the third ventricle, left lower lobe of lung, and the hilum of the right lung. The frequency of hypothalamic-pituitary axis metastases ranges from 1% to 25% at autopsy, though to our knowledge there are no reported cases of thyroid carcinoma metastases to the tuber cinereum. Lung cancer is the leading cause of cancer deaths worldwide, including more than 160,000 deaths per year in the United States. Pleura, pericardium, mediastinal and hilar lymph nodes, great vessels, and nerves are frequently involved by lung cancers due to direct invasion; but direct cardiac invasion by lung carcinoma is uncommon. Only 8%-10% of all lung cancers present with invasion of heart. This can result in conduction abnormalities, pericarditis, arrhythmias, cardiac tamponade, congestive cardiac failure, rarely myocardial infarction, and even sudden death. We report a case of an 80-year-old man with past medical history significant for prostate cancer, a 70-year smoking history, a newly diagnosed atrial fibrillation, and squamous cell carcinoma of the lung. He presented to the emergency department a month after his new diagnosis, with black stools for 5 days, and lower extremity swelling and weakness for 3 weeks. On physical examination, he was noted to have diffuse wheezing, heart sounds, and pitting edema of bilateral knees. Chest CT showed a 7.2 x 5.2 cm mass in the anterior right upper and middle lung lobes with evidence of lymphangitic spread. He died of cardiogenic shock after a 4-day hospital stay. At autopsy, the most significant finding was a large tumor of the right lung with contiguous spread into the right side of the heart and generalized constrictive pericarditis (thickened, nodular, fibrous pericardium). Histology showed an invasive, poorly differentiated, nonkeratinizing, squamous cell carcinoma of right middle lobe of lung (7.5 cm greatest dimension) with lymphovascular invasion and areas of necrosis. In summary, this 80-year-old man with long-standing history of smoking died of cardiogenic shock due to restrictive pericarditis and arrhythmia secondary to extensive myocardial invasion of right-sided squamous cell carcinoma of the lung. Introduction: Undifferentiated (anaplastic) carcinoma of thyroid tissue is a very aggressive malignancy with mean survival of less than 6 months. Most of the undifferentiated carcinoma cases derive from pre-existing, low grade thyroid tumors of the thyroid gland. Methods: Here we report an unusual autopsy case of undifferentiated carcinoma derived from mediastinal papillary thyroid carcinoma (PTC). The patient was a 62-year-old man with prior history of coronary artery disease and diabetes who presented to an outside hospital with neurologic symptoms as well as symptoms of myocardial infarct. Workup at the outside hospital reported PTC by fine needle aspiration of a mediastinal mass with evidence of wide metastasis. The patient was transferred to our institution for palliative care. After admission, the patient showed symptoms of cardiac tamponade and expired before pericardiocentesis could be performed. Autopsy confirmed widely spread metastasis to many organs, including brain, lungs, adrenal glands, kidneys, gastrointestinal tract, spleen, and liver. There was 450 mL bloody pericardial fluid, confirming the clinical diagnosis of tamponade. There was a large mass in the left ventricle with full-thickness involvement of ventricular walls and disruption of visceral surface. Microscopically, the metastatic lesions showed solid sheets of undifferentiated tumor cells with giant cells and focal spindle morphology. The mediastinal mass demonstrated areas with typical PTC morphology intermixed with undifferentiated carcinoma. PTC was positive for thyroid transcription
